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rent trend is to become an entity anecdotal. The subcostal abdominal examination approach remains 
DVWKHÀUVWFKRLFH7KHODSDURVFRSLFDSSURDFKLVDQRSWLRQUHVHUYHGIRUWKHH[SHULHQFHGVXUJHRQ
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years of evolution, treated as acid peptic disease. 6 months 
before the assessment, she presented a lesion of 2 cm 
in the right hypochondrium, characterised by increased 
YROXPHDQGHIIXVLRQRISXUXOHQWPDWHULDO6KHZDVWUHDWHG










by putting the patient in ventral decubitus position in order 




series of 499 patients. During the past century, 70 cases 
have been reported and 25 of them in the last 50 years. 
Such tendency of reduction in the appearance of this noso-
ORJLFFRQGLWLRQLVGXHWRSURPSWGLDJQRVLVDVZHOODVWKHGH-
YHORSPHQWLQWKHWKHUDS\XVHGIRUWUHDWPHQWLQWKHODVWWZR








sícula biliar con el medio externo a través de la rotura de la pared abdominal; los primeros reportes 







con colecistopatía litiásica, si bien la clínica de la fístula colecistocutánea espontánea es más 
que evidente, es indispensable realizar estudios complementarios, como ultrasonido, tomogra-
ItD\ÀVWXORJUDPD/DEDVHGHOWUDWDPLHQWRFRQVLVWHHQODFROHFLVWHFWRPtDDVtFRPRHQODUHVHF-
FLyQGHOWUD\HFWRÀVWXORVR\ODUHSDUDFLyQGHOGHIHFWRHQODSDUHGDEGRPLQDO
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6SRQWDQHRXVFKROHF\VWRFXWDQHRXVÀVWXOD 
ZDVFRQGXFWHGGU\LQJWKHFRUUHVSRQGLQJVSLQGOHRIÀVWX-











the gallbladder to another surface. It is a rare pathology 
QRZDGD\VDVLWLVRQO\SUHVHQWLQRISDWLHQWVZLWKJDOO-
EODGGHUOLWKLDVLV'HVSLWHWKHIDFWWKDWVXFKFDVHVDUHIHZ
they are predominant in female patients under 60 years1,3.
%LOLDU\ÀVWXODVDUHFODVVLÀHGLQWRWZRJURXSVLQWHUQDODQG
external; the latter present communication to any part of 
WKHDQWHULRUVXUIDFHRIWKHWUXQNKRZHYHUWKH\DUHH[-
tremely rare because, in recent decades, less than 100 




verse etiopathogenesis. Among the causes there are gall-
bladder neoplasia, anatomic anomalies and, of course, 
post-surgery causes. Nevertheless, most cases are associat-
HGWRYHVLFXODUOLWKLDVLVZKHUHWKHLQFUHDVHRILQWUDOXPLQDO
SUHVVXUHFRPSURPLVHVZDOOFLUFXODWLRQOHDGLQJWRLVFKHPLD




patient did not have that feature1,3-6.
Clinical presentation of spontaneous cholecysto-cutane-
RXVÀVWXODLVDQLQVLGLRXVFRQGLWLRQZLWKORQJWHUPHYROX-
tion, and biliary colic as a main feature that lasts years. 
Subsequently, there is also a cutaneous lesion that develops 
LQWRDQDEVFHVVLQWKHULJKWK\SRFKRQGULXPULJKWÁDQNRU
HYHQWKHXPELOLFDOVFDUZKLFKLIWKHUHLVQRFDUHIXOH[-















greater omentum. A retrograde dissection of the gallbladder 
Fig. 5 *DOOEODGGHUZLWKDEGRPLQDOZDOOVHJPHQWFig. 4 )LVWXORXVWUDFWUHVHFWLRQLQDEGRPLQDOZDOO
Fig. 3 Fistulogram.
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tract is consolidated, the effusion of biliar material and cal-
FXOXVLVDGGHGE\PHDQVRIWKHÀVWXOD5,7-9.
(YHQWKRXJKWKHÀVWXODFOLQLFLVPRUHHYLGHQWLWLVYHU\
important to conduct extension studies, such as: ultrasound 
to establish bile duct characteristics, tomography to search 
IRUDEVFHVVHVDQGRIFRXUVHDÀVWXORJUDPLQRUGHUWRHV-
tablish the lesion aetiology and the presence of bile duct 
obstructions8,10-13.
&KROHF\VWRFXWDQHRXVÀVWXODPDQDJHPHQWPXVWEHFRP-
prehensive; even though surgical management is the basis 




there is evidence of obstruction in the bile duct during 
WKHÀVWXORJUDPRQHRIWKHRSWLRQVZLWKOHVVFRPRUELOLW\
rate is the retrograde endoscopic choliopancreatography. 
7KDWZLWKVWDQGLQJZHFDQQRWVHWDVLGHWKHIDFWWKDWWKH
SDWLHQWVKRXOGXQGHUJRVXUJLFDOLQWHUYHQWLRQDVÀQDOWKHU-
apy. The use of endoscopic retrograde cholangiopancrea-
tography drains the bile duct, contributing to intraluminal 
SUHVVXUHUHGXFWLRQLQWKHJDOOEODGGHUDQGUHGXFLQJÀVWXOD
ZHDU9,12,14-18.




cording to the surgeon’s criteria. The preferable approach 












related pathologies. Even though the efforts of health sys-
tems in establishing a prompt diagnosis and treatment for 
gallbladder diseases has accomplished the reduction of se-
YHUHFRPSOLFDWLRQVVXFKDVÀVWXODWLRQLQWKHORZHVWVRFLDO




There must be a preoperative comprehensive assessment 
WKDWLQIRUPVWKHÀVWXODDQDWRP\DVDELOHGXFWLQRUGHUWR
stablish an optimal surgical plan. As regards the approach, 
abdominal exploration by subcostal means remains as the 
ÀUVWRSWLRQGXHWRWKHHWKLRORJLFDOIHDWXUHVRIWKHFRQGLWLRQ
and since laparoscopic access is an alternative reserved for 
H[SHUWVXUJHRQVDVZHOODVWKHSDWLHQFHQHHGHGWRWUHDWWKH
pathology comprehensively via this access.
